This patient first presented at the hospital in 1960 with thyrotoxicosis, for which she underwent a subtotal thyroidectomy. At that time she had no gastrointestinal symptoms, and she has remained clinically and biochemically euthyroid since.
In 1973 she presented again with a five-year history of epigastric pain, vomiting, episodic diarrhoea and weight loss. Barium meal investigation showed pyloric canal narrowing, but the stomach and duodenum were normal. Gastroscopy revealed a pin-hole pylorus and a normal stomach, it being impossible to enter the duodenum. Operation (14.1.73): Assuming a pyloric ulcer, selective vagotomy and pyloroplasty (Heineke-Mikulicz) were performed but, on opening the pylorus, hypertrophic pyloric stenosis with no evidence of ulceration was found. Biopsy, important in excluding pyloric carcinoma, confirmed the diagnosis. The small and large intestine were noted to be normal. However a mucocele of the gallbladder with a gallstone impacted in Hartmann's pouch was found, leading to cholecystectomy following operative cholangiography. In (Keynes 1965) it was decided to excise the whole pyloric area and construct a gastroduodenal anastomosisa Billroth 1 type of procedure. Again full histopathology of the whole pylorus confirmed the original diagnosis. Second operation (September 1975): The terminal ileum and mesentery were found to be red, thickened and cedematous; a right hemicolectomy was performed. Histopathology confirmed the diagnosis of Crohn's disease and led to a careful reexamination of the pylorus, but revealed no evidence of Crohn's disease to explain the pyloric narrowing.
Since her second operation this patient has remained fit and well, with no symptoms of obstruction and requiring diphenoxylate only occasionally to control a tendency to loose and frequent motions.
Commenit
This patient has presented with four clinical conditions: thyrotoxicosis, adult hypertrophic pyloric stenosis, gallstones, and Crohn's disease. Three of these conditions could explain the diarrheea, although her present mild and improving symptom may well be due to the operation of vagotomy; it is hoped it will completely abate in time.
A number of operations have been used in the treatment of adult hypertrophic pyloric stenosis, including simple dilatation, a Rammstedt procedure, gastroenterostomy, pyloroplasty and a limited distal partial gastrectomy. Certainly a surgical procedure is necessary, positively to exclude complicating disease (especially carcinoma), and more importantly to relieve the obstructing symptoms. Most fall short by failing to relieve fully the obstruction. The limited gastrectomy is now favoured (Keynes 1965 ), because it excises the whole affected area; but a pyloroplasty of the Finney type has had some success. In this patient's case, a Heineke-Mikulicz type, of pyloroplasty was performed initially and was inadequate. In our patient the adult hypertrophic pyloric stenosis must on the evidence be regarded as primary and in treatment excision of the whole pylorus is stressed.
